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Abstract 


Background: Harm reduction refers to interventions aimed at reducing the negative effects of health behaviors 
without necessarily extinguishing the problematic health behaviors completely. The vast majority of the harm 
reduction literature focuses on the harms of drug use and on specific harm reduction strategies, such as syringe 
exchange, rather than on the harm reduction philosophy as a whole. Given that a harm reduction approach can 
address other risk behaviors that often occur alongside drug use and that harm reduction principles have been 
applied to harms such as sex work, eating disorders, and tobacco use, a natural evolution of the harm reduction 
philosophy is to extend it to other health risk behaviors and to a broader healthcare audience. 


Methods: Building on the extant literature, we used data from in-depth qualitative interviews with 23 patients and 
17 staff members from an HIV clinic in the USA to describe harm reduction principles for use in healthcare settings. 


Results: We defined six principles of harm reduction and generalized them for use in healthcare settings with 
patients beyond those who use illicit substances. The principles include humanism, pragmatism, individualism, 
autonomy, incrementalism, and accountability without termination. For each of these principles, we present a 
definition, a description of how healthcare providers can deliver interventions informed by the principle, and 

examples of how each principle may be applied in the healthcare setting. 


Conclusion: This paper is one of the firsts to provide a comprehensive set of principles for universal harm 
reduction as a conceptual approach for healthcare provision. Applying harm reduction principles in healthcare 
settings may improve clinical care outcomes given that the quality of the provider-patient relationship is known to 
impact health outcomes and treatment adherence. Harm reduction can be a universal precaution applied to all 
individuals regardless of their disclosure of negative health behaviors, given that health behaviors are not binary or 
linear but operate along a continuum based on a variety of individual and social determinants. 


Background 

Harm reduction refers to interventions aimed at reducing 
the negative effects of health behaviors without necessarily 
extinguishing the problematic health behaviors completely 
or permanently. Though the harm reduction model as we 
know it rose in prominence in the1970s and 1980s in re- 
sponse to infectious diseases such as hepatitis B and HIV 
[1], its roots extend at least as far back as the early 1900s 
with narcotic maintenance clinics [2, 3]. In the context of 
substance use, harm reduction disentangles the notion that 
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drug use equals harm and instead identifies the negative 
consequences of drug use as the target for intervention ra- 
ther than drug use itself [4]. Harm reduction strategies in- 
clude syringe exchange programs, safer injection facilities, 
overdose prevention programs and policies, and opioid sub- 
stitution treatment. Harm reduction as an approach stands 
in opposition to the traditional medical model of addiction 
which labels any illicit substance use as abuse, as well as to 
the moral model, which labels drug use as wrong and 
therefore illegal [5]. While most often applied in treatment 
for illicit substance use, harm reduction is increasingly used 
in many different settings, with a variety of populations, 
and in instances where there is a desire to reduce the nega- 
tive effects of legal/licit substances, such as in tobacco 
smoking reduction and e-cigarette substitution programs 
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[6, 7], in programs to reduce the harms associated with al- 
cohol [6, 8, 9], in interventions addressing eating disorders 
or domestic violence [10], or with people who exchange sex 
for drugs, money, or material goods [11—13]. Nevertheless, 
harm reduction has not been formally incorporated into 
the daily repertoires of healthcare providers who aim to im- 
prove health behaviors (e.g, physical activity, nutrition) 
among their patients. 

Harm reduction is sometimes met with resistance espe- 
cially as it applies to people who use substances. Critics 
advocate for abstinence-only programs, arguing that any- 
thing less enables and encourages continued drug use and 
produces greater harm to the community. However, the 
benefits of harm reduction programs are clear. A system- 
atic review of research on syringe exchange programs 
shows that they are cost-effective in reducing HIV trans- 
mission [14] and increase exchange users’ access to other 
medical and social support services [15]. Safe injection fa- 
cilities have increased enrollment in detoxification treat- 
ment and have not been shown to increase social disorder 
in the community [16]. Housing first programs, in which 
services are provided to individuals without requiring that 
they abstain from substance use, reduce not only costs of 
medical and social care but also alcohol use [17] and have 
been shown to improve clinical outcomes for individuals 
living with HIV/AIDS [18]. The extant research provides a 
strong evidence base regarding the feasibility, effective- 
ness, and cost-effectiveness of harm reduction approaches 
[3, 6, 8, 9, 19-25]. 

The US-based Harm Reduction Coalition correctly 
notes that there is no single definition or formula for 
implementing harm reduction since harm reduction- 
informed approaches focus on specific individual and 
community needs [26]. However, Harm Reduction Inter- 
national (HRI) broadly describes harm reduction as “ 
policies, programmes and practices that aim primarily to 
reduce the adverse health, social and economic conse- 
quences of the use of legal and illegal psychoactive drugs 
without necessarily reducing drug consumption. Harm 
reduction benefits people who use drugs, their families 
and the community.” [27]. HRI has released a position 
statement describing the main characteristics of harm 
reduction for use with people who use all psychoactive 
drugs. These characteristics include (1) targeting risk 
and harms to people who use substances, understanding 
the roots of these risks, and tailoring interventions to re- 
duce them; (2) acknowledging the significance of any 
positive change that people who use substances make in 
their lives; (3) accepting people who use drugs as they 
are and treating them with dignity and compassion; (4) 
protecting the human rights of people who use drugs; 
(5) and maintaining transparency in decisions about in- 
terventions as well as their successes and failures. In 
addition, HRI asserts the evidence base and cost- 
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effectiveness of harm reduction approaches and under- 
scores the importance of challenging policies and prac- 
tices that are harmful to people who use substances 
(such as criminalization of substance use, lack of access 
to naloxone, and the denial of healthcare services to 
those who use substances) [27]. 

While harm reduction policies, programs, and prac- 
tices in the context of substance use are well defined, 
they lack a broader applicability to non-drug-related 
harm. Given that a harm reduction approach can ad- 
dress other risk behaviors that often occur alongside 
drug use [5] and that harm reduction principles have 
been applied to harms as described above, a natural evo- 
lution of the harm reduction philosophy is to extend it 
to other health risk behaviors and to a broader health- 
care audience. Thus, the aim of this paper is to build on 
existing literature and practice to specify and define a 
broad and applicable set of harm reduction principles 
that are generalized beyond substance use for operatio- 
nalization in healthcare settings. 


Methods 

This work is derived from a 2016 mixed methods study of 
an HIV clinic that provides harm reduction-informed ser- 
vices. This clinic demonstrates high rates of clinical suc- 
cess, with 74% of patients meeting standards set by the US 
Health Resources and Services Administration for reten- 
tion in care [28], 95% of patients being prescribed anti- 
retroviral therapy (ART), and 87% of patients virally 
suppressed. Included in these rates are patients in popula- 
tions that typically experience poor clinical outcomes, 
such as those with housing instability, mental health diag- 
noses, and substance use disorders. Overall findings from 
our mixed methods evaluation study are reported else- 
where, including a report of patients’ clinical outcomes 
and an analysis of how the clinic environment contributes 
to those outcomes [29, 30]. Through discussions with 
clinic leadership, it became evident that they believed their 
harm reduction emphasis was a contributing factor to 
their patients’ clinical success. Our current study aimed to 
understand how HR was operationalized in this setting 
and to use these data to characterize operant principles of 
HR in general healthcare settings. 

To address this aim, we examined the extant research 
and gray literature to conceptualize harm reduction as a 
philosophy of care, with emphasis on the characteristics of 
harm reduction described by HRI. Building on this founda- 
tion, we then developed qualitative interview protocols for 
patients and staff members to explore the ways harm re- 
duction was applied in the clinic. We conducted one-on- 
one interviews with 23 patients and 17 clinic staff, including 
physicians, nurses, a nurse practitioner, a physician assist- 
ant, social workers, medical assistants, and administrative 
team members. We distributed flyers in the clinic to recruit 
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patients, and staff members informed their patients of the 
opportunity to participate and the confidential and volun- 
tary nature of participation. Patients who participated in in- 
terviews received $20 gift cards to a local grocery store to 
honor their time. Staff members were informed of the 
study, invited to participate, and assured of confidentiality 
during a monthly staff meeting. The study was approved by 
the Institutional Review Board of the hospital where the 
study took place and through the Human Research Protec- 
tion Office of the university where the researchers worked. 

Each interview was audio recorded and transcribed ver- 
batim. We then analyzed and coded transcripts in NVivo 
(QSR International Pty Ltd. Version 10) using a deductive 
content analysis to understand the extent to which harm 
reduction concepts were supported by the data [31] as 
well as an inductive analytic approach [32, 33] to explore 
emerging themes. Specifically, four members of our study 
team reviewed the transcripts to contextualize key themes 
and then developed an initial code list. Next, three mem- 
bers of the team coded one of the transcripts line-by-line 
to test for consistent code application and to explore new 
themes. Discrepancies in coding were discussed by the 
team until consensus was reached, and new codes were 
also discussed and added to the codebook. Two re- 
searchers then used the revised codebook to review the re- 
mainder of the transcripts, and finally, the team used axial 
coding to review code co-occurrences and to understand 
how the themes related to each other [34]. 

We used the results of these data from our qualitative 
interviews to refine existing harm reduction concepts and 
develop harm reduction principles that may generalize to 
other healthcare settings, aiming for a set of principles 
that were comprehensive, succinct, and distinct from one 
another. We also sought to describe each principle using 
action words or phrases that were easily understood and 
thus more likely to be put into practice. In consultation 
with harm reduction experts, which included individuals 
leading national harm reduction efforts as well as those 
with decades of experience providing harm reduction- 
informed health care, we then refined each of the princi- 
ples by discussing disagreements until reconciliation was 
reached. Here, we describe the resultant harm reduction 
principles for healthcare settings and provide a definition 
for each principle. 


Results 

A summary of harm reduction principles, definitions, 
and approaches for healthcare providers is delineated in 
Table 1. The first principle that we derived from our 
data is humanism, a central underpinning of the harm 
reduction approach that describes the way that providers 
value, care for, respect, and dignify patients as individ- 
uals. This principle is demonstrated by the following 
quote from a patient: 
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Well, they sit down and they talk to you and they tell 
you “Listen. You don’t have to be afraid. You don’t 
have to be afraid to tell us anything.” They open their 
hearts and they listen. ...a lot of people treat HIV and 
AIDS patients the way you wouldn’ expect, you know, 
they treat them that they got their disease from being 
deceiving and evil and abominable. Every time people 
treat HIV and AIDS patients they look at them as 
drug addicts or homosexuals. They feed them to the 
lions, as far as conversation and trust. This place, they 
don't treat you like an outcast, they listen, help. ...I 
love them. This is like my second home. ....If a disaster 
happened in America and I wanted to check on family 
and friends, I would run up here and make sure these 
people were okay because I love them, they are good 
people. [Patient 1]. 


This concept also emerged in interviews with providers: 


...On one level I think that there is a sense of being 
respected and cared for and valued by the clinicians who 
patients see here. So that’s something that I hear people 
report to me...you know, like, “[name redacted] really 
listened,” or when, “he came to visit me after my 
diagnosis,” or you know, “[name redacted] helped me 
with this,” so you know, I get a sense that people feel very 
valued and they've said this explicitly to me. [Provider 1]. 


In working with patients demonstrating a range of 
both harmful and healthful behaviors, providers recog- 
nized that patients behave the way they do for specific 
reasons. Behaviors that contribute to negative health 
outcomes were seen as providing some benefit to pa- 
tients or these behaviors would not have occurred and 
sustained. Humanism includes providing services with- 
out moral judgements against patients, since these do 
not produce positive health outcomes. 

The second principle, pragmatism, reflects the idea 
that none of us will ever achieve perfect health be- 
haviors and that “perfect” health behaviors are impos- 
sible to define. While providers may have wished 
their patients could make healthy choices every time 
and in every situation, these providers recognized this 
was an unrealistic expectation. A pragmatic approach 
meant that abstinence from harmful health behaviors 
was neither prioritized nor assumed to be the goal of 
the patient; rather, a range of supportive approaches 
were offered. 


Everybody don’t get it on the first try, so I might miss 
my meds, but it’s like, they don’t throw it away. They 
say, “Oh, we got to start a new plan. Well let’s pick up 
from where you were. Let's try this.” I think that’s been 
very helpful. [Patient 2]. 
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Table 1 Harm reduction principles, definitions, and approaches 
for healthcare settings 
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Table 1 Harm reduction principles, definitions, and approaches 
for healthcare settings (Continued) 


Principle 


Definition 


Approaches 


Principle 


Definition 


Approaches 


1. Humanism 


2. Pragmatism 


3. Individualism 


4. Autonomy 


+ Providers value, care for, 
respect, and dignify 
patients as individuals. 

+ It is important to 
recognize that people do 
hings for a reason; 
harmful health behaviors 
provide some benefit to 
he individual and those 
benefits must be 
assessed and 
acknowledged to 
understand the balance 
between harms and 
benefits. 
+ Understanding why 
patients make decisions 
is empowering for 
providers. 


one of us will ever 
achieve perfect health 
behaviors. 

+ Health behaviors and 
he ability to change 
hem are influenced by 
social and community 
norms; behaviors do 
not occur within a 
vacuum. 


+ Every person presents 
with his/her own needs 
and strengths. 

+ People present with 
spectrums of harm and 
receptivity and 
therefore require a 
spectrum of 
intervention options. 


+ Though providers offer 
suggestions and 
education regarding 
patients’ medications and 
treatment options, 
individuals ultimately 
make their own choices 
about medications, 
treatment, and health 


+ Moral judgments made 
against patients do not 
produce positive health 
outcomes. 

+ Grudges are not held 
against patients. 

+ Services are user-friendly 
and responsive to pa- 
tients’ needs. 

+ Providers accept 
patients’ choices. 


+ Abstinence is 
neither prioritized nor 
assumed to be the goal 
of the patient. 

- A range of supportive 
approaches is provided. 

- Care messages should 
be about actual harms to 
patients as opposed to 
moral or societal 
standards. 

+ It is valuable for providers 
to understand that harm 
reduction can present 
experiences of moral 
ambiguity, since they are 
essentially supporting 
individuals in health 
behaviors that are likely 
to result in negative 
health outcomes. 


+ Strengths and needs are 
assessed for each 
patient, and no 
assumptions are made 
based on harmful health 
behaviors. 

- There is not a universal 
application of protocol 
or messaging for 
patients. Instead, 
providers tailor 
messages and 
interventions for each 
patient and maximize 
treatment options for 
each patient served. 


+ Provider-patient 
partnerships are 
important, and these 
are exemplified by 
patient-driven care, 
shared decision-making, 
and reciprocal learning. 


5. Incrementalism 


6. Accountability 
without 
termination 


behaviors to the best of 
their abilities, beliefs, and 
priorities. 


+ Any positive change is 


a step toward improved 
health, and positive 
change can take years. 


+ It is important to 


understand and plan 
for backward 
movements. 


+ Patients are responsible 


for their choices and 
health behaviors. 


+ Patients are not “fired” 


for not achieving goals. 


+ Individuals have the right 


to make harmful health 
decisions, and providers 
can still help them to 
understand that the 
consequences are their 
own. 


+ Care negotiations are 
based on the current 
state of the patient. 


+ Providers can help 
patients celebrate any 
positive movement. 

+ It is important to 
recognize that at times, 
all people experience 
plateaus or negative 
trajectories. 

+ Providing positive 
reinforcement is 
valuable. 


+ While helping patients 
to understand the 
impact of their choices 
and behaviors is 
valuable, backwards 
movement is not 
penalized. 


We had a patient in [a neighborhood (name 
redacted)] and she, I think she did IV drug use every 
day of her life. And [the provider (name redacted)] 
was like, “Ok, I’m not gonna get you to stop, but if you 
can shoot up every day then you can take your meds 
before you shoot up.” Her mother called back and was 
like astonished and [the provider] was like, “Well, 
what did you want me to say to her? Don’t take your 
meds and die? Because that’s going to kill you before 
your heroin, or your whatever it is that you’re 
injecting. I have the same philosophy really. I don’t 
want you to do that, it’s illegal, it’s gonna get you in 
trouble, it could make you very sick, but you’re going 
to do it regardless of what I have to say; it’s your life. 
But what I can say is if you’re going to do it all the 
time then you can remember to take your meds, we do 
expect that. And it works, she’s undetectable to this 
day.” [Provider 2]. 


Providers at this clinic also recognized that patients’ 
health behaviors and their abilities to change them were 
influenced by social determinants and community norms 
and by long histories of harmful health behaviors. These 
providers were able to respond pragmatically by focusing 
resources on health behaviors, such as ART adherence, 
that were most amenable to change and had high indi- 
vidual and public health impacts. 

Individualism reflects the idea that every person pre- 
sents with their own needs and strengths as well as with 
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a spectrum of health behaviors and receptivity for inter- 
vention. In response to this philosophy, patients in the 
clinic were presented with a menu of intervention op- 
tions. To identify the most helpful approaches for the in- 
dividual, each patients needs and strengths were 
assessed and no assumptions were made based on their 
histories of harmful health behaviors. 


Well, I think really sitting down with the patient and 
finding out what's going to work for them. Not everyone 
brushes their teeth every morning and evening. Not 
everyone drinks coffee every morning. Not everyone has 
a certain thing that they do every day and it’s just trying 
to figure out what that thing might be or if there isn’t a 
thing, what other way we can help, can we set an 
alarm? Can we give you a phone call? ...Is there some 
person that you see every day that can be a coach for 
you? Or do you need to come in and see us every day, in 
order to remember to take your meds? So we do have a 
fair number of patients who are on, like a modified 
daily observed therapy, modified in that they come 
Monday through Friday and we kind of give them the 
weekend on the honor system, for a month. But really, 
like, just sitting down and trying to figure out what's 
going to work best for the patient, sometimes pill box is 
the answer, and sometimes it’s not. Sometimes it’s 
something else. [Provider 3]. 


In its messages to patients, the clinic did not convey 
that patients should be enabled to continue harmful 
health behaviors without an understanding of potential 
consequences, but rather educated patients about the ac- 
tual risks that are associated with their behaviors. 

The next harm reduction principle that emerged from 
our interviews is autonomy. Though one of the roles of 
health care and public health professionals is to improve 
patients’ health literacy by providing suggestions and 
education regarding patients’ treatment options, patients 
in the clinic ultimately made their own choices about 
medications, treatment, and health behaviors to the best 
of their abilities, beliefs, resources, and priorities. 


They will ask me, do I want to come to a meeting, do I 
want to do this, do I want to do that, what is a good time 
for me to come? It is, they always ask me, do I want to do 
or they ask me or give me suggestions. [Patient 1]. 


I think that if you approach a patient and say to them, 
“These are the reasons why you should do what I’m 
saying,” that patient maybe’s like, “Ok, doc, I'll do that,” 
but if they come up with the reasons why instead of you 
telling them the reasons why, people are a lot more apt 
to change their behavior. If theyre able to come up with 
those ideas, look at the pros and cons...so if I didn’t take 
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my HIV medicine, what bad can come out of it? Of 
course everybody knows that. I’m going to get sick, and 
I'm going to get all of these opportunist infections. Or 
what good would come out of it? Instead of me [listing 
potential positive outcomes], have them come up with 
the goods and bads. Hopefully what they do is they come 
up with multiple goods and bads and they say wait a 
second, yeah maybe I'll do that. Its kind of a different 
approach. [Provider 4]. 


Incrementalism is a major tenet of harm reduction and 
refers to the idea that any positive change demonstrated 
by the patient is a step toward improved health and that 
positive health changes often can take months or years 
to achieve. By allowing patients to succeed in small ways 
and reinforcing progress toward their own goals, they re- 
main engaged in care and have access to trusted pro- 
viders in times of crisis or acute illness. Providers at the 
HIV clinic applied this principle by helping patients to 
celebrate any positive movement and viewed positive 
reinforcement as beneficial to the patient and the 
provider-patient relationship. Patients often expressed a 
sense of amazement when positive behaviors were cele- 
brated, sometimes in very simple and concrete ways as 
described in the following patient quote: 


Patient:...not too long ago they gave me a card that let 
me know that I’m doing good! You know how you get 
birthday cards? They gave me one of them cards 
telling me I’m doing good, to stay up on [my HIV 
medications]. They make me feel a little good about 
myself. The whole staff does. Everybody wrote on the 
card. They gave me a card to let me know that I’m 
doing good. [Patient 4]. 


The concept of “celebrating” improvements rather 
than “punishing” regression is also described by this 
provider: 


I think we build up people’ self-esteem and their self- 
efficacy... When somebody comes in, for instance, [and] 
says theyre so upset, theyre so despondent, they used 
crack last night and they fell off the wagon, and now the 
past six months are to shit and... dadadadada, [we 
reframe and ask], “What are the negative consequences 
you had? Oh you didn’t spend all your whole paycheck? 
You stopped sometime last night? You came in here this 
morning?” Like there’s a million things you did right. 
Whereas the majority of healthcare providers would be 
like, “See the failure and go with the failure, and what do 
you want to do to fix it?” So it really does take turning 
things on its head on a pretty regular basis, and it’s hard 
because the healthcare system just doesn’t think that way; 
that’s not the norm. If we waited until everybody stopped 
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using before they accomplish whatever they want to 
accomplish a lot of people would be dead. [Provider 5]. 


Finally, providers applied harm reduction principles by 
practicing accountability without termination as a crit- 
ical component of care. In short, patients were seen as 
being responsible for their own health choices and out- 
comes but were never “fired” from care. 


Interviewer: I’m curious to know, how does the staff 
respond when you go off, as you said? How do they 
react to that? 

Participant: Well...no one ever actually calls security 
on me. They've come close. I thought it was more 
important how they reacted afterwards. 

Interviewer: Hmm, tell me about that. 

Participant: Maybe the next day, everybody is trying to 
get me here again. That I appreciate because most times 
Ill be full of guilt. I have a problem with apologizing. 
Every time I’ve done it, I've apologized. When you 
verbally assault someone like that, I kind of look at them 
the next day, you look at them hard and see how theyre 
treating you now. Are they treating you the same way 
and stuff like that? Everyone is given at least second and 
third chances. I mean genuine second and third chances. 
They actually don’t hold a grudge, they don’t appear to, 
you know what I mean? I’m sure theres a question in 
their mind, is he gonna go off again? But they treat you 
with the same respect and concern. If it weren't for that I 
wouldn't be here. 

[Patient 5]. 


People fuck up all the time and patients get scripts 
and divert them all the time, we know that that’s 
happening [but] we have to respect the law as well, so 
we don't lie to people about it. I think that’s a big 
difference. We don’t [discount] things like pain and 
symptoms from people who have drug addictions and 
we don't [discount] the importance of following laws 
that have to be followed. What I think we do 
differently is we don’t automatically assume anybody 
is doing anything wrong but we explain, “I have to do 
this and this is why, and I’m going to give you a heads 
up about that.” It’s not some way of exerting control 
and power, it’s part of a communication process with 
the patient and they can choose to walk away from 
that any time they want...A lot of other places, I think, 
patients just get fired. And we almost never fire people, 
ever. [Provider 5] 


Discussion 

Building on the critical work by HRI and others in the 
field, we used data from qualitative interviews with staff 
and patients of an HIV clinic to define a set of harm 
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reduction principles for use in healthcare settings. Because 
most people engage in health behaviors unrelated to sub- 
stance use that are harmful or suboptimal, harm reduction 
is appropriate for all patients and not just those who use 
illicit substances. Adopting harm reduction principles in 
healthcare settings can therefore benefit a wide range of 
patients. Thus, the primary means by which our work ex- 
tends the characteristics of harm reduction as described 
by HRI is that we have described the principles in a way 
that broadens their application beyond work with people 
who use substances and operationalizes the use of these 
principles in healthcare settings. 

The principle we defined as humanism is parallel to 
HRI’s reference to dignity and compassion. The decision- 
making balance between healthful and harmful behavioral 
balance is often tipped by short-term versus long-term 
benefits and priorities. Understanding these phenomena is 
important not only because it will likely improve the 
provider-patient relationship, but also because doing so is 
empowering to providers who might otherwise feel frus- 
trated by working with people that chronically demon- 
strate harmful behaviors. In addition, it is empowering to 
patients who may feel validated that a provider has taken 
the time to understand the reasons behind their actions. 

Pragmatism is consistent with HRI’s focus on targeting 
interventions to specific risks and harms. Messages about 
patient care must be specific to actual harms to patients as 
opposed to moral or societal standards. In addition, behav- 
iors do not occur within a vacuum and therefore can be dif- 
ficult to change at the individual level. In some cases, the 
“ideal” healthy behavior suggested by a provider may be ini- 
tially achievable by the patient yet result in harm if the be- 
havior is not sustainable in the social context of the patient. 
Pragmatism is a practical approach to problems that are 
short-term, concrete, and rooted in the experience and so- 
cial context of the patient and tested in that context. This is 
important because providers may provide solutions that are 
not viable in the patient’s world or worldview and therefore 
not achievable or helpful, setting up a continuing cycle of 
blame and disempowerment for the patient. Short-term, 
realistic goals based in the patient’s context can provide 
quick benefit and establish agency in the patient, in turn re- 
inforcing a positive working relationship with the provider. 
In a review of the literature, Rhodes et al. described social 
and structural factors that impact HIV risk for people who 
use intravenous drugs, which include but are not limited to 
neighborhood disadvantage, social capital, policy and po- 
licing, and the role of social stigma and discrimination [35]. 
Though we again note that this rich description is focused 
on people who use substances, these factors certainly have 
health implications across many fields of medicine. There- 
fore, a pragmatic approach not only targets actual harms 
but also considers the structural production of risk. While 
we confirm that the patient should be held accountable for 
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his harmful health behaviors, understanding the underlying 
factors contributing to risk is critical to working success- 
fully with patients. 

We also included individualism as one of our princi- 
ples. Though this is not specified by HRI as a character- 
istic of harm reduction, it is certainly consistent with 
HRI’s commitment to tailoring interventions to address 
risks of individuals. Individualism captures the idea that 
there is no universal application of protocol or messa- 
ging for patients but that providers must tailor interven- 
tions and messages to each person and maximize their 
options for supportive services (e.g., housing, employ- 
ment assistance, substance use treatment). 

Autonomy falls under HRI’s umbrella of universality 
and interdependence of rights. Patient-provider partner- 
ships affect health outcomes for the patient, so these re- 
lationships are exemplified by patient-centered care, 
shared decision-making, and reciprocal learning. Health 
and healthcare decision-making is a set of care negotia- 
tions based on the current state and goals of the patient. 
Autonomy is akin to the health literacy model of care in 
which people have “...the capacity to obtain, process, 
and understand basic health information and services 
necessary to make appropriate health decisions” [36]. 

Incrementalism, which is also referred to in HRI’s de- 
scription of harm reduction, underscores the importance 
of recognizing that all people at times experience plat- 
eaus or nadirs and that acknowledging this fact can help 
providers deal with the frustration they are likely to ex- 
perience in these situations. It is important for providers 
to understand this and to plan for static or negative 
health trajectories. 

Accountability without termination extends HRI’s ref- 
erence to transparency, accountability, and participation. 
Previously, we noted that when patients participate in 
harmful health behaviors, providers must seek to under- 
stand the benefits to the individual that accompanies the 
harm. However, we also note that patients are respon- 
sible for their health choices and behaviors. Thus, when 
practicing harm reduction, providers do not “fire” pa- 
tients for not achieving their individual health goals. 
While individuals have the right to make a range of 
harmful and healthful decisions about their care, pro- 
viders can still help them understand that the conse- 
quences are their own. While helping patients to 
understand the impact of their choices and behaviors is 
valuable, backwards movement is not penalized. While it 
did not come through in our data, we also acknowledge 
that in its discussion of accountability, HRI correctly 
emphasizes that providers also must be accountable for 
their own decisions, success, and failures [27]. Add- 
itional research is needed to better understand how pro- 
vider accountability affects patient outcomes in the 
context of harm reduction approaches to care. 
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Our findings are limited by the fact that they derive 
from qualitative interviews in one HIV clinic and have 
not yet been tested in other healthcare settings. It is not 
surprising that this work took place in an HIV clinic 
given that providers in this field tend to be more prac- 
ticed in harm reduction as compared to other medical 
specialties. However, this fact also increases our confi- 
dence in the utility of the principles, given that they 
emerged from a harm reduction-informed medical set- 
ting. The single-site limitation is also mitigated by the 
facts that we interviewed patients and many different 
kinds of providers and that, in defining the principles, 
we referred to the work of others in the field, particu- 
larly Harm Reduction International and the UK Harm 
Reduction Alliance [37]. 


Conclusions 

We are among the first to provide a comprehensive set of 
principles for universal harm reduction as a conceptual ap- 
proach for healthcare. While the principles are not discrete 
and overlap in some instances, we sought to describe them 
in a way that incorporates the foundation provided by HRI 
and that also enables the healthcare professional to con- 
sider and implement them separately. Although harm re- 
duction has typically been conceptualized as a strategy for 
people who use substances, the reality is that patients with 
conditions such as obesity are similarly chronic and can 
benefit from a harm reduction approach. Because we be- 
lieve that it is important to recognize harm reduction as a 
set of principles useful for work with a broad range of pa- 
tients beyond those who use substances, we also include a 
set of examples in Table 2 that describe how each principle 
might be applied with patients with obesity. Applying harm 
reduction principles in health and healthcare settings may 
improve clinical care outcomes given that the quality of the 
provider-patient relationship is known to impact health 
outcomes and treatment adherence. Our proposed set of 
principles emphasizes shared decision-making between the 
provider and patient, which has been shown to improve 
patient satisfaction, clinical outcomes, and costs of care. 

Supporting patients who make harmful health choices 
may present moral ambiguity on the part of providers, par- 
ticularly those who observe short-term negative outcomes. 
However, supporting patients’ choices and healthcare goals 
may not only provide emotional relief to providers who ac- 
knowledge that they are not solely responsible for “fixing” 
patients’ behaviors, but also provide long-term, albeit not 
always linear, improvement in patient outcomes and health 
costs by retaining patients in care. 

This paper aims to further the discussion about the 
value of harm reduction, broadening the scope of this 
philosophy to inform care, develop policy, and apply 
it to a range of patient populations. Harm reduction 
can be thought of as a universal precaution and 
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Table 2 Examples of application of harm reduction principles 
for patients who are obese 


Principle Example 


+ Providers do not shame or think less of 
patients with obesity. 

+ Providers strive to understand underlying 
factors contributing to patients’ obesity, 
which may include lack of access to healthy 
food or unhealthy eating habits that are 
rooted in family traditions or local culture. 

+ Clinicians do not impose their personal 
beliefs about diet upon patients who are 

overweight or assume that weight loss is the 

patients’ prioritized goal. 


1. Humanism 


+ Providers do not expect that the obese 
patient will never eat processed or sugary 
foods again. 

+ Behavioral interventionists encourage 
patients to reduce their consumption of 
processed or high-fat, low-nutrition foods. 

+ Rather than mandating that patients must lose 
a specific amount of weight, providers work 
with patients to establish realistic eating goals, 
which may or may not include weight goals. 


2. Pragmatism 


3. Individualism + In working with patients who are obese, 
providers might strive to understand the 
patient's experience and how it contributes to 
suboptimal health, then offer appropriate 
interventions. For example, food vouchers or 
referrals to food pantries with fresh produce 
might be a useful support for patients without 


access to healthy food. 


+ In working with overweight patients, 
providers might assess readiness to lose 
weight and provide patients with health 
improvement education and options. 

+ Providers support their patients in developing 
plans to implement health-promoting strat- 
egies that are acceptable to the patient, such 
as adding exercise intervals or incorporating 
resh produce into their diets. 


4. Autonomy 


5. Incrementalism . For the obese patient, any weight loss, 
increase in physical activity, or improvement 
in other clinical markers is seen as success. 

- For patients who overeat, healthy eating is 
viewed as an ongoing, gradual process. 

+ For patients who are interested in losing 
weight, weight gain is not seen as failure but 


as part of the process. 


+ Patients who are overweight and have 

diabetes continue to receive insulin even 
hough they regularly eat foods with high 
sugar content. 
+ Patients who are obese are not terminated 
rom care if they continue to gain weight. 


6. Accountability 
without termination 


applied to all individuals regardless of their disclosure 
of negative health behaviors, given that health behav- 
iors operate along a continuum and are not binary. It 
will be important to further operationalize methods of 
harm reduction-informed care, develop measures to 
assess each of the principles, and create and test 
mechanisms for implementation of this treatment 
philosophy. Finally, it will be critical to empirically 
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test whether the harm reduction philosophy of care in- 
creases patient engagement and retention and improves 
clinical outcomes and healthcare costs. 


Acknowledgements 
The authors wish to thank the patients and staff of West Penn Allegheny Health 
System's Center for Inclusion Health for their contributions to this work. 


Funding 
The National Institute on Drug Abuse (awards F31DA037647 to R.W.S.C.) and 
the National Center for Advancing Translational Sciences (TL1TRO01858 to 
R.W.S.C.) of the National Institutes of Health supported this research article. 
The funding agencies had no involvement in the study design, the analysis 
or interpretation of the data, the writing of the report, or the decision to 
submit for publication. The content is solely the responsibility of the authors 
and does not necessarily represent the official views of the National 
Institutes of Health. 


Availability of data and materials 
Not applicable. 


Authors’ contributions 

MH, RC, JE, MF, and SK individually and collectively reviewed extant literature 
as well as data from qualitative interviews from our previous evaluation 
study to develop the harm reduction principles proposed here. SF and MT 
reviewed the principles and provided the information that enabled the 
principles and manuscript to be refined. MH and SK completed the first 
drafts of the manuscript; MH was the major contributor in writing and 
finalizing the manuscript and preparing it for publication. All authors read 
and approved the final manuscript prior to submission. 


Ethics approval and consent to participate 

The evaluation study from which this work originated was approved via 
expedited review by the Institutional Review Boards of the University of 
Pittsburgh and the Allegheny-Singer Research Institute/West Penn Allegheny 
Health System. 


Consent for publication 
ot applicable. 


Competing interests 
The authors declare that they have no competing interests. 


Publisher’s Note 


Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 


Author details 

'Department of Behavioral and Community Health Sciences, Graduate 
School of Public Health, University of Pittsburgh, 4136 Parran Hall, Pittsburgh, 
USA. *School of Medicine, Universi y of Pittsburgh, 3414 Fifth Avenue, 
Pittsburgh, PA 15213, USA. Behavioral and Community Health Sciences, 
Graduate School of Public Health, University of Pittsburgh, 4138 Parran Hall, 
Pittsburgh, USA. “Center for Inclusion Health, West Penn Allegheny Health 
Network, Pittsburgh, PA, USA. “Infectious Diseases and Microbiology, 
Graduate School of Public Health, University of Pittsburgh, 400 Keystone 
Building, Pittsburgh, USA. Harm Reduction Coalition, 1440 Broadway, 
Oakland, CA 94602, USA. 7UPMC Center for High Value Healthcare, U.S. Steel 
Tower, 600 Grant St., 40th Floor, Pittsburgh, PA 15219, USA. 


Received: 4 October 2017 Accepted: 9 October 2017 
Published online: 24 October 2017 


References 

1. Inciardi JA, Harrison LD, eds.: Harm reduction: National and international 
perspectives. Thousand Oaks: Sage Publications; 1999. 

2. Ball AL. HIV, injecting drug use and harm reduction: a public health 
response. Addiction. 2007;102:684—90. 

3. Cook C, Bridge J, Stimson GV. The diffusion of harm reduction in Europe 
and beyond. MONOGRAPHS. 2010;37-56. 


Hawk et al. Harm Reduction Journal (2017) 14:70 


22. 


23. 


24, 


25. 


26. 


27. 


28. 


Des Jarlais DC. Harm reduction—a framework for incorporating science into 
drug policy. Am J Public Health. 1995;85:10-2. 

Marlatt GA. Harm reduction: come as you are. Addict Behav. 1996;21: 
779-88. 
Ritter A, Cameron J. A review of the efficacy and effectiveness of harm 
reduction strategies for alcohol, tobacco and illicit drugs. Drug Alcohol Rev. 
2006;25:61 1-24. 
Caponnetto P, Campagna D, Cibella F, Morjaria JB, Caruso M, Russo C, 
Polosa R. Efficiency and Safety of an eLectronic cigAreTte (ECLAT) as 
obacco cigarettes substitute: a prospective 12-month randomized control 
design study. PLoS One. 2013;8:e66317. 
Anderson P, Chisholm D, Fuhr DC. Effectiveness and cost-effectiveness of 
policies and programmes to reduce the harm caused by alcohol. Lancet. 
2009;373:2234-46. 
Burton R, Henn C, Lavoie D, O'Connor R, Perkins C, Sweeney K, Greaves F, 
Ferguson B, Beynon C, Belloni A, et al. A rapid evidence review of the 
effectiveness and cost-effectiveness of alcohol control policies: an English 
perspective. Lancet. 2017;389:1558-80. 

Van Wormer K, Davis DR: Addiction treatment: a strengths perspective. 
Thomson/Brooks/Cole,; 2013. 
Jana S, Rojanapithayakorn W, Steen R. Harm reduction for sex workers. 
Lancet, England. 2006;367:814. 
Rekart ML. Sex-work harm reduction. Lancet. 2005;366:2123-34. 

Cusick L. Widening the harm reduction agenda: from drug use to sex work. 
nt J Drug Policy. 2006;17:3-11. 
Wodak A, Maher L. The effectiveness of harm reduction in 

preventing HIV among injecting drug users. N S W Public Health Bull. 
2010;21:69-73. 
Strathdee SA, Ricketts EP, Huettner S, Cornelius L, Bishai D, Havens JR, 
Beilenson P, Rapp C, Lloyd JJ, Latkin CA. Facilitating entry into drug 
reatment among injection drug users referred from a needle exchange 
program: results from a community-based behavioral intervention trial. 
Drug Alcohol Depend. 2006;83:225-32. 
err T, Small W, Buchner C, Zhang R, Li K, Montaner J, Wood E. Syringe 
sharing and HIV incidence among injection drug users and increased access 
o sterile syringes. Am J Public Health. 2010;100:1449-53. 

Larimer ME, Malone DK, Garner MD, Atkins DC, Burlingham B, Lonczak HS, 
Tanzer K, Ginzler J, Clifasefi SL, Hobson WG, Marlatt GA. Health care and 
public service use and costs before and after provision of housing for 
chronically homeless persons with severe alcohol problems. JAMA. 2009; 
301:1349-57. 

Hawk M, Davis D. The effects of a harm reduction housing program on the viral 
loads of homeless individuals living with HIV/AIDS. AIDS Care. 2012;24:577-82. 
Riley D, O'Hare P. Harm reduction: policy and practice. Pol Options 

ontreal. 1998;19:7-10. 

Rhodes T, Hedrich D: Harm reduction: evidence, impacts and challenges. 

ffice for Official Publ. of the European Communities; 2010. 

utta A, Wirtz AL, Baral S, Beyrer C, Cleghorn FR. Key harm reduction 
terventions and their impact on the reduction of risky behavior and 

V incidence among people who inject drugs in low-income and 
middle-income countries. Curr Opin HIV AIDS. 2012;7:362-8. 

Erickson PG. Introduction: the three phases of harm reduction. An 
examination of emerging concepts, methodologies, and critiques. Subst Use 
isuse. 1999;34:1-7. 
Jozaghi E, Reid AA, Andresen MA, Juneau A. A cost-benefit/cost- 
effectiveness analysis of proposed supervised injection facilities in Ottawa, 
Canada. Subst Abuse Treat Prev Policy. 2014;9:31. 
Kim SW, Pulkki-Brannstrom AM, Skordis-Worrall J. Comparing the cost 
effectiveness of harm reduction strategies: a case study of the Ukraine. Cost 
Eff Resour Alloc. 2014;12:25. 
Wilson DP, Donald B, Shattock AJ, Wilson D, Fraser-Hurt N. The cost- 
ffectiveness of harm reduction. Int J Drug Policy. 2015;26(Suppl 1):S5-11. 
Principles of harm reduction. Harm Reduction Coalition [http:// 
harmreduction.org/about-us/principles-of-harm-reduction/]. Accessed 30 
Sept 2017. 
What is harm reduction?. London: International Harm Reduction 
Association. [https://www.hri.global/what-is-harm-reduction]. Accessed 5 
Aug 2017. 

HAB HIV performance measures. Rockville: Health Resources and Services 
Administration. [https://hab.hrsa.gov/clinical-quality-management/ 
performance-measure-portfolio]. Accessed 26 Aug 2017. 


ES OO 


a) 


29. 


30. 


ai; 


32; 


33. 


34. 


35. 


36. 


37. 


Page 9 of 9 


Hawk M, Kinsky S, Coulter RW, Fiedman M, Egan JE, Meanly S. Positive 
Health Clinic Evaluation. Pittsburgh: University of Pittsburgh; 2016. 

Hawk M, Coulter RWS, Egan JE, Friedman MR, Meanly S, Fisk S, Watson C, 
Kinsky S. Exploring the Health Care Environment and Associations with 
Clinical Outcomes of People Living With HIV/AIDS. AIDS Patient Care and 
STDS. Accepted September 8 2017. In press. 

Elo S, Kyngas H. The qualitative content analysis process. J Adv Nurs. 2008; 
62:107-15. 
Patton MQ: Qualitative evaluation and research methods. Newbury Park, 
Calif: Sage Publications; 1990. 

Patton MQ: Qualitative research and evaluation methods. 4th edn. Thousand 
Oaks, CA: Sage Publications, Inc.; 2015. 

rauss AL, Corbin JM: Basics of qualitative research: grounded theory 
rocedures and techniques. Newbury Park, Calif: Sage Publications; 1990. 
hodes T, Singer M, Bourgois P, Friedman SR, Strathdee SA. The social 
ructural production of HIV risk among injecting drug users. Soc Sci Med. 
005;61:1026-44. 
ealth literacy basics. U.S. Department of Health and Human Services Office 
of Disease Prevention and Health Promotions [https://health.gov/ 
communication/literacy/quickguide/factsbasic.htm]. Accessed 30 Sept 2017. 
UK Harm Reduction Alliance definition of harm reduction. UK: Harm 
Reduction Alliance. [http://www.ukhra.org/harm_reduction_definition.html]. 
Accessed 16 Jan 2017. 


CNY DOM 


Submit your next manuscript to BioMed Central 
and we will help you at every step: 

e We accept pre-submission inquiries 

e Our selector tool helps you to find the most relevant journal 

e We provide round the clock customer support 

e Convenient online submission 

e Thorough peer review 

e Inclusion in PubMed and all major indexing services 

e Maximum visibility for your research 


Submit your manuscript at 
www.biomedcentral.com/submit 


C ) BioMed Central 


